In Ethiopia, it was shown that funding levels are far from compatible to the needs for care and support services for people living with human immuno-deficiency virus (PLHIV) and orphaned and vulnerable children (OVC). The aim in this study is to map the relationship between client needs, actors, care and support services provided for PLHIV and OVC in Ethiopia. A case study of the Ethiopian community care program was carried out using multiple methods of data collection as part of a multi-country research of four countries. Three program cases providing care and support services throughout the country were studied. A total of 35 in-depth interviews, 9 focus group discussions, 60 guided interviews, and 3 community mapping exercises were carried out. Analysis was conducted using the thematic framework approach with coding and mapping of the transcripts in the ATLAS.ti version 5.0. The expansion of antiretroviral therapy (ART) has reduced the number of bed-ridden PLHIV in need of home based nursing care. Currently, inadequate access to food and lack of income to cover health care and other expenses are the major concerns of PLHIV in Ethiopia. Community Home Based Care (CHBC) in Ethiopia can be categorised into two types; clinical and non-clinical. Non-clinical care (psychosocial, economic, home nursing care, material, food, and other social supports) is mainly provided by nongovernmental care-giving organizations. Clinical care was provided mainly by government health facilities which comprised services such as early detection and treatment for opportunistic infections (OIs), ART services and PMTCT. A clear shift of the need of PLHIV from basic nursing care at home to social and material support needs was observed. A coordinated effort from the key players including governmental entities, non-governmental organizations (NGOs) and faith-based organizations (FBOs), the community, associations of PLHIV and volunteers is required to meet the current needs of PLHIV and OVC in the country.
INTRODUCTION
Before the introduction of Antiretroviral Therapy (ART) in sub-saharan Africa, Community Home-Based Care *Corresponding author. E-mail: mirkuzie@yahoo.com Author(s) agree that this article remain permanently open access under the terms of the Creative Commons Attribution License 4.0 International License (CHBC) programs were developed as an unsystematic and need-based effort to meet the demand for palliative care in absence of (or limited options for) medical care at heath facility level (Ncama, 2005) . These later developed into organized services as part of the HIV prevention and control response by governmental and non-governmental organizations.
A sub-Saharan multi-country study showed that CHBC is effective and affordable for people living with HIV (PLHIV) and has a positive impact on the health and social status of patients, families and the community at large (Mohammad and Gikonyo, 2005) . Though the contributions of CHBC have been significantly popular before the introduction of ART, they still prove to be important in taking care of the needs of PLHIV even after enrolment into ART services. A study in sub-Saharan Africa indicated that patients exposed to communitybased supportive services experienced a more rapid and greater overall increase in CD4 cell count than unexposed patients. In the study, the patients also had higher levels of adherence, attributed primarily to exposure to Home-Based Care (HBC) services (Kabore et al., 2010) .
In addition, an article concluded that HBC potentially reduces stigma, thus improving uptake of HIV testing, and access to care and support (Alison et al., 2010) . Reported community care programs are confronted with many unmet needs of clients. A Nigerian study reported that nearly 80% of the subjects reported unmet health needs out of which medication needs were most often unmet (48.3%), followed by HBC. It was noted that HBC was lacking and more PLHIV were forced to find treatment in hospitals (Adedigba et al., 2008) . This is contrary to the fact that HBC services emerged because patients could not easily access services at the health facilities for several reasons. In Guyana, it was reported that not all clients had access to safe drinking water and some experienced difficulties in tasks, such as sitting, standing, lifting, carrying, pushing or pulling. There were also worries about the quality of care and some volunteers did not meet the needs of the respondents. Another unmet need was the desire to receive job and skill training. Mainly, the respondents reported unmet needs in the areas of economic opportunities, food and children support (Boryc et al., 2010) . Before the introduction of ART, PLHIV in Ethiopia fully depended on the goodwill of the community and NGOs to support them during their illnesses and in dying with dignity (Aantjes and Jerene, 2010) .
On the basis of information obtained from PLHIV and community representatives, the most important needs of PLHIV at that time were emotional and psychological, physical and socio-economic, clinical and health care, legal and human rights (Hailu and Stuer, 2002) . Stigma surrounded PLHIV even in the health facility (Feyissa et al., 2012) where their health care needs were only marginally addressed. However, as of 2005, PLHIV are increasingly accessing free ART and the majority of their medical care needs are now being addressed by public health facilities. As a consequence, the emphasis in their demands has shifted from basic nursing care in the home to nutritional and material support and means of income generation in the long run (Aantjes and Jerene, 2010) . Cognizant of the contribution of community care programs implied by reports from different countries is a multi-country study on the historic development of caregiving, its evolution, extent of integration into existing health system(s) and potential role in expanded HIV and PHC programs was initiated by the Care-givers Action Network (CAN), Cordaid and United Nation's Joint program on HIV/AIDS (UNAIDS).
In this article, we are reporting findings on client needs, actors involved and service provision in the Ethiopian context. Focus on the relationship between client needs, actors, care and support services provided is timely, given the fact that there are needs of PLHIV which are not met by the formal health system of the country (Aantjes and Jerene, 2010) . Hence, the questions we intend to answer in this article are: What are the felt needs of PLHIV? What is the role of community home based care activities in meeting these needs? Who are the key actors and what specific roles do they play in the provision of care and support services to PLHIV in Ethiopia?
MATERIALS AND METHODS

Study design and participants
Ethiopia was part of a multi-country study conducted in 2011. Other African countries in this study included Malawi, South Africa and Zambia. In each country, in-depth case studies were conducted among three large care-giving organizations following a phased research approach. The cases were selected on the basis of the following criteria: care-giving organizations running their activities in most or all parts of the country and those older than 10 years. This was supplemented by the recommendation of the Advisory board of the research project. Accordingly, two of the three cases (OSSAJimma and Medan ACTS-Hawassa) were taken from the two largest regional states in the country while the third one (Mekidim Ethiopia-Asossa) was taken from an emerging regional state. Three big care-giving organizations namely; Mekdim Ethiopia National Association of PLHIV and AIDS Orphans in Asossa, OSSA in Jimma and Medan ACTS in Hawassa were taken as model care and support organizations and included in the study. The major actors for national level interviews and the three large care-giving organizations were selected by the Advisory Board (composed of key governmental and non-governmental organizations and community volunteers) and were considered to be representatives (models) of care and support activities in Ethiopia. The study's participants included a group of senior managers who represent major national stakeholders of care and support for PLHIV situated in the capital city of Ethiopia, Addis Ababa. For each of the three cases, managers, program officers, community representatives, clients, primary caregivers and community volunteers (secondary caregivers) were included in the study.
Data collection procedures
A common research protocol guided the research process in all of the four countries. All of the tools used in the study were developed by the coordination team of the multi-country research and further contextualised by the country research team with the help of the Advisory Board. There were different phases in the conduct of the study. During phase 1, we conducted 10 in-depth interviews with national representatives of major players of care and support activities in Ethiopia. In the second phase, data were collected from the managers, program officers, community representative, clients and community volunteers relating to the three cases. A total of 25 in-depth interviews and 9 FGDs were carried out with managers (of public health system and care-giving organizations), program staff of NGOs 1 community representatives and volunteers. Guided interviews were conducted with 30 clients and 30 primary caregivers (10 for each case in both categories). Community mapping of key actors of care and support activities relating to each of the three cases was performed by participants of the FGDs with volunteers with verification by community representatives. Interviews were conducted by the principal and co-principal investigators of the country research team with the assistance of four researchers who had ample experience in qualitative data collection. All of the interviews were recorded with a digital voice recorder and notes were taken to assist the transcription of the interviews. All the interviews were conducted in Amharic.
Data analysis
After completing the data collection, verbatim translation and transcription of the recorded interviews was done by the research assistants involved in the interviews. Then coding of the transcripts using ATLAS-ti 5.0 software was performed based on the common codes created for the multi-country research as a whole. Query reports generated by ATLAS-ti were used to analyse and narrate the research findings. Based on the reports from the first two phases, a concluding validation phase with additional data collection was carried out. In this phase (phase 3), telephone interviews with four national level key informants were carried out to validate the main findings of the countrywide study. Validation of research findings among medium to large care and support organisations in Ethiopia was also conducted through a questionnaire to which 10 of the 13 care-giving organizations contacted responded.
Ethical considerations
The protocol for the conduct of this study, contextualized from the multi-country protocol, was ethically cleared by the Ethical Review Board of Jimma University and the VU University of Amsterdam. Written and signed consent was obtained from each of the study participants before their involvement in the study. In case of minors who were included in the primary caregivers' interview, assent of the respondents and consent of their parents were obtained. All of the data obtained from the participants were not linked to any personal identifiers and were accessed by the research team only. All digital records of interviews and discussions for the research were destroyed after transcription was finalised.
1 The rationale behind selecting older programmes is that there is a wealth of information and experience within these programmes. Such programmes would have been able to (firmly) establish themselves, adapt to contextual changes and achieve a level of embedding within the community and linkages with other actors in community care. Importantly, they would have provided services to people living with HIV both when ART was and was not available, offering an important perspective regarding the changes seen over time. It is this type of evolution that we would like to bring to the fore in the country case study.
Operational definitions
Primary care-givers are family members and friends who provide immediate care to family members and/or loved ones. Secondary care-givers are care-givers who work on an individual basis or as staff on a paid, unpaid or voluntary basis at clinics, for nongovernmental organizations (NGOs) or for the government. As such, the term secondary care-givers refers to both employees of health ministries and of NGOs, including faith-based organizations (FBOs), while community care-givers refers to both primary and secondary care-givers.
RESULTS AND DISCUSSION
Description of the study participants
As it was already implied in the methods section, senior managers representing major players of care and support for PLHIV and three model care-giving organizations were included in this study. There were 10 key informants involved in the national level in-depth interviews. A total of 25 managers (of public health system and care-giving organizations) were interviewed as key informants. Each of the 9 FGDs had 6 to 10 participants from community representatives, program staff of NGOs and community volunteers. Three FGDs were conducted, one for each of these groups, for every care-giving organization. In the guided interview with clients (beneficiaries) and primary care-givers, 10 participants were interviewed from each category for each of the three cases (n = 60). Twenty four (80.0%) of the 30 beneficiaries interviewed were females while 15 (50.0%) of the 30 primary care-givers interviewed were females. The age of the primary caregivers ranged from 11 to 50 years of age and 8 (26.7%) of these were younger than 20 years. Majority (70.0%) of the beneficiaries had age of 30 years or older with only one client younger than the age of 20 years.
Patient needs
In the 1990s, care and support of PLHIV was started in Ethiopia by some NGOs like Mekdim Ethiopia and NEP+ because of the following reasons; first, there was no sort of treatment for PLHIV. The only treatment available during that time was psychosocial support and basic nursing care in the form of symptom relief. Secondly, there were large numbers of bedridden PLHIV who were in need of care and support. Thirdly, stigma and discrimination against PLHIV was very high.
Finally, during those days, the hospitals were busy with AIDS patients. As a key informant from Addis Ababa HAPCO described, out of the total hospital beds in Addis Ababa, 60% were occupied by AIDS patients. It then became challenging to give treatment at health facilities. As a result, there was a need to engage communities in care and support services so that HIV/AIDS patients would get the necessary support at home resulting in task shifting to primary and secondary care-givers. There is a common understanding among almost all key informants that in the early 1990s, many of the PLHIVs were bedridden and they needed more intensive home based care. During that time, volunteers (who were very few in number) were overloaded in the provision of HBC. By then, home based care was thought to be providing physical care alone, such as hygiene, treatment of opportunistic infections (OIs) and facilitating ART enrolment when it became available (2004/2005) at the health facilities.
Later on, psychosocial aspects of care, such as nutrition, psychological support, social support and economic support, were included in the home based care package. Attention was also given to the prevention of exposure to the virus by the volunteers. During the last decade, changes have been observed with regard to the needs of people living with HIV in Ethiopia. The increased access to ART has resulted in a clear shift in their needs from basic nursing care in the home to livelihood support, including food security, other material support, and means of income generation.
The successful scale up of ART and its implication in the country has been reported earlier (Assefa et al., 2009) . Moreover, similar pattern in the shift of needs following ART use among PLHIV has been documented in Malawi, South Africa and Zambia (CAN, 2013) . Clients and other respondents interviewed in the study indicated that the main problem of PLHIV currently is a shortage of food and lack of livelihood to cover other expenses. This was mainly related to the loss of jobs following a positive HIV status. Moreover, participants commented that most people affected by the HIV have financial problems. Only few of them are government employees with the majority having unreliable means of income.
Food by prescription (FBP) at government health facilities providing ART has been initiated using the BMI of the client as a criterion. However, clients with a normal BMI may as well not have anything to eat. whereas, clients previously had access to food support from the care-giving organizations. The study observed that this is no longer the case following the reduction of funds available to the care-giving organizations. During the validation interviews, all of the informants reported that their organizations perceived nutrition to be a growing and particular need of patient on son ART.
However, it was also indicated by some that the nutritional need for patients on ART should not be over emphasized. While admitting the importance of this need, one key informant noted, "… there is an exaggeration of this need by the people (staff of the NGOs and FBOs, clients and volunteers) since they assume that PLHIV need special diet while on ART.' He recommended that 'if the patients take whatever is available as usual" this problem may not be as significant as it appears. Another informant added that 'patients have the misconceptions of the need for special food while taking ART medications'. This finding illustrates the different opinions that exist on patient needs in Ethiopia. While patients depend on the support services received from various institutions in the country, they also indicated that this is not sufficient. Primary care-givers and clients implied that majority of the PLHIV want to get involved in income generating activities (IGAs) following the health improvements they get after ART. For that purpose, they need initial capital or seed money and skill training. However, some PLHIV are not skillful enough to save money and therefore they need lifelong support. Moreover, there are PLHIV who do not have relatives or care-givers at their home requiring home based nursing care by a secondary caregiver. Key informants mentioned that nowadays, the need for economic support among PLHIV is extremely high. Particularly, widows and orphans are in serious conditions and they need psychosocial and economical support.
Moreover, the living cost is becoming increasingly expensive, thereby aggravating the troubles faced by the PLHIV. There are also many clients in need of shelter. Moreover, many PLHIV do not have job security, when they remain in bed everything will stop, they also exhaustively use their resources, they do not have capacity to be productive and they are psychologically affected. Moreover, there are PLHIV who do not have a relative or care-giver at their home and there are so many OVCs in the towns. The number of AIDS orphans in Ethiopia was estimated to be 800,000 to 1.2 million (UNAIDS, 2000; AHOPE, 2005) . These children need to be supported in order for them to continue their education, eat adequate food, pay schooling expenses and have shelter.
The conclusion that 'PLHIV today in Ethiopia predominantly have support needs as opposed to basic nursing care at home' (Aantjes and Jerene, 2010 ) was confirmed to be correct by the key informants during the validation interviews. While the informant from the Federal Ministry of Health (MOH) estimated that the proportion of PLHIV who still need basic nursing care is 25% throughout the country. The respondent from the Addis Ababa HAPCO claimed that this proportion has now come to close to zero percent in Addis Ababa. This relates to the fact that ART coverage for eligible patients is much higher in the capital because of the better access to health facilities providing the services. The WHO estimated that the ART coverage of Ethiopia in 2012 was 61%, most part of which is contributed by big cities including Addis Ababa (WHO, 2013) .
This resulted to care-givers being limited to mainly provision of support services including food, shelter, and economic support particularly in urban centers. The table below provides the list of unmet needs as identified by the clients of the care-giving organizations (Table 1) . The major achievements of care and support organizations, since their appearance 8 to 11 years ago, as listed by participants include: (1). Improvement in the economic status of clients. Although the government sector coordinates these activities, in Ethiopia HBC is mainly supported and delivered by NGOs and their volunteers. Caregiver organizations, local self-support groups and different government organizations provide and facilitate the care and support services, whereas, volunteers, mother support groups and primary care givers are involved in providing physical and psychological support at home. On top of their leading role of directly providing care and support, NGOs are directly involved in the mobilization of resources and the community.
For example, OSSA is involved in organizing income generating activities for PLHIV, community dialogue, discussions, information dissemination through various mechanisms, condom distribution, and VCT services, establishing anti-AIDS clubs in schools and out of schools. The key informants from OSSA mentioned have established more than five hundred clubs throughout the country. Moreover, OSSA has different VCT service modalities which include mobile, standing, home based and outreach VCT. The Network of HIV Positives (NEP+), an umbrella organization for associations of PLHIV, works on developing the capacity of associations of PLHIV through trainings, advocacy, resource mobilizations and greater involvement of PLHIV in response to the epidemic. Once PLHIV recover from their acute conditions, these associations provide economic support through involvement in IGAs. NEP+ is also involved in the capacity building of faith based organizations working on HIV/AIDS related activities. As a part of the capacity building, they undertake different activities such as resource mobilizations, capacity building activities in terms of finance, materials, technical and institutional capacity building.
They also have other social accountability programs such as environmental protection, natural resource management, food security, and gender and development issues. Care-giving organizations such as OSSA, Medan Acts, and Mekdim provide care and support services for PLHIV in two ways. Firstly, they provide care and support for bed ridden patients; this is a family centered support which includes provision of food, financial, medical and psychosocial support. They provide training for volunteers and for the families of PLHIV on how to give care and support at home. The second type is the care and support for individuals who are not acutely sick, mainly supporting involvement in IGAs.
Home based care is delivered by volunteers and primary care givers. Before engaging volunteers in HBC, care-giving organizations provided the volunteers training on: HIV, STI and TB/HIV related symptoms, communication skills with clients, provision of care for a bed-ridden client, assessing the felt needs of a client, prevention of bedsores, preparation of the corpse for burial or embalming without any fear, and conducting community conversations during coffee ceremonies. A volunteer could visit a beneficiary twice a week. He/she interacts with primary care-givers as they do with beneficiaries. Volunteers create awareness in the community on PMTCT and VCT while doing their HBC activities. Moreover, the volunteers use coffee ceremonies as opportunities for demonstrating condom use, educating the importance of VCT and enrolment and adherence to ART. The support to OVCs included the following, according to the national guideline for care and support on OVCs: (1). Nutritional support. In addition, some organizations provide informal education programs and link children with the appropriate organizations for legal protection of children and women. All orphans in the community get support regardless of their HIV status. Care-giver organizations also provide training for PLHIV on IGA skills. In addition, the organizations provide PLHIV with material and financial support.
Moreover, these organizations follow up on PLHIV to determine how they are managing the money given for IGAs. Others cover the cost of house rent and construction of houses for PLHIV in collaboration with the kebele administration and Idirs. Yet other organizations cover medical expenses of their beneficiaries, including cost of transportation to and from the health facility. There is also an NGO called BIGA, which facilitates postdelivery home care where HIV positive pregnant women can stay for two months after they give birth. The informants of the validation interviews implied that CHBC programs (mainly run by NGOs) "have done a lot in taking care of the needs of PLHI in the early days and will keep on doing so in areas of treatment adherence and health information provision, defaulter tracing, promotion of positive and healthy living and prevention". It was also indicated that organizations such as Mekidim Ethiopia do have their own ART clinics to provide treatment services to their clients.
The community facilitates the provision of HBC services. Members of the community are involved in activities such as identifying needy people (needy elders, needy disabled people and so on), PLHIV and OVCs. The government health extension workers (HEWs) in the kebeles are responsible for identifying individuals who are eligible for enrolment in care and support organizations while conducting their routine house to house visits. They then link the potential beneficiaries with the organizations providing care and support services. They also refer PLHIV for clinical matters to nurses at the health centres. Religious organizations are actively involved in providing spiritual counselling to clients in need of the services.
The Ethiopian Interfaith Forum for Development Dialogue and Action (EIFDDA), an umbrella organization for faith-based organizations, has programs such as: an OVC program, care and support program for PLHIVs, home based care and PMTCT program, emergency nutrition program, infant feeding practice program and extended program of immunization (EPI). Looking into governmental entities involved in care and support, it can safely be concluded that both the health and other sectors take some share at some point. While the FMOH mainly concentrates on clinical aspects of HIV/AIDS prevention and control activities, Regional Health Bureaus (RHBs), Zonal Health Departments (ZHDs) and Woreda Health Office (WrHOs) work closely with care and support organizations in selection of project sites, capacity building and reporting of activities. The WrHO regularly receives activity reports from all health projects in the woreda (district). Public health facilities (hospitals and health centres) accept referral of cases from care and support organizations (although there is no formally established system to do so) and they also connect people who test positive for HIV with care and support organizations if the client is willing.
Moreover, the volunteers take clients to the health facility if the conditions of the patient get worse while on treatment at home. The selection of beneficiaries is done 2 in collaboration with kebele/village leaders of the government structures. The government officials at village level also work with Idir leaders in the process of selection. Associations of PLHIV, such as Kuntsu PLHIV association also work on awareness creation activities among women living with HIV. Idirs also help OVC's in providing educational material support for students like uniforms and in involving PLHIV in IGA's. Youth associations, women's associations and Anti-AIDS clubs also work on prevention activities such as raising young people's awareness, distribution of condoms and awareness creation leaflets.
They are working on awareness creation activities in the form of campaigns on the issue of prevention of mother to child transmission of HIV (PMTCT) in collaboration with health offices. HIV/AIDS prevention and control activities carried out by health care institutions include: individual-based health education activities, provider initiated counselling and testing service in all out patient departments, mobile VCT services, outreaches in colleges, schools and in the community, and distribution of condoms. In the case of treatment services for PLHIV, ART services are largely limited to the government health facilities.
The current contribution of care-givers in the ART services in the country is the promotion of enrolment and adherence. The care-givers remind the clients to take medications timely. Some of them visit the client two times daily to make sure that the clients take their medications. They also take the clients to the hospital when they need medical attention as in the case of treatment of opportunistic infections.
The care-givers collect the medications from the health facilities in cases where clients are too sick to come to the facilities. However, most of the study respondents doubt if the volunteers can handle the responsibility of providing ART themselves. None of the participants thought that this is a possibility in Ethiopia given the fact that the MOH policy does not allow this level of devolution. Hospitals provide food for malnourished HIV positive adults (FBP). ART adherence is being monitored through adherence supporters assigned by NGOs at the hospitals. Adherence supporters/promoters are HIV positive individuals on ART themselves. They give counselling on ART adherence, condom use and positive living to reduce the risk of HIV transmission in the community.
The major role of HEWs in relation to ART is identifying bedridden patients they may find during their house to house visits and refer him/her to the health centre. Once the person is on ART, they follow the person to ensure proper use of the medications. If the patient is bedridden, they give the drugs according to the schedule if there are no family members to do so. They also collect the drugs for the clients from health institutions if the person is unable to do so. As such the HEW's role in ART services is very similar to the activities carried out by the community volunteers functioning under the care-giving organizations. However, participants of the FGD with volunteers concluded that the HEWs of the rural kebeles are barely involved in HIV/AIDS activities since they are already intensely occupied by other activities. It was also noted that the HEWs in the rural areas do not provide counselling services, follow up of adherence to ART and tracing ART defaulters, although they perform HIV testing. Urban HEWs (nurses by training) help in identifying women and children who have not disclosed their HIV positive status to any organization during their house to house visits.
Moreover, in cities like Jimma, Addis Ababa and Hawassa, the HEWs are involved in defaulter tracing and promotion of adherence to ART services. Schools (mainly public) are also working on facilitating NGO support to OVCs (education materials, food and money). They facilitate IGA/small businesses for OVC students by availing different materials. In schools, there are also HIV/AIDS prevention and control programs such as awareness creation activities, peer education, life skill training and student conversation programs. At the beginning, care and support organizations were providing food items, cash and cost of medical care to clients.
However, the amount of food items and cash provided declined gradually and stopped totally with enrolment of clients in IGAs during 2010. When IGA first initiated, initial capitals were directly given to a self-support group which is formed by the clients. Currently however, the self-support group is linked with the micro-finance enterprise through which they receive their initial capital. This arrangement was considered to be more successful than the earlier one. The following figure depicts the various actors of care and support services for PLHIV in the Ethiopian context (Figure 1 ). The interaction of the actors indicated in this figure is also informed by the findings of the mapping exercises conducted by the community volunteers and community representatives. The figure depicts all the groups or organizations involved in care and support activities in Ethiopia. The roles and the names of specific organizations in each of the categories are given in the table to follow ( Table 2 ). The figure above provides a reflection of the main actors of care and support of PLHIV in Ethiopia. It is shown that from the government side, the FMOH, HAPCO and other sectors (Ministry of Finance and Economic Development and Women, Children and Youth Affairs) play thorough roles related to their offices at different levels. NGOs and FBOs are shown to be at the heart of the community care programs of the country. But it has to be noted that these organizations receive support from the government, donors and the community to discharge their responsibilities (Figure 1 ).
Challenges and the way forward
It was noted that the resources available to the care and support programs is far less than the need of PLHIV. This is due to the fact that some of the care-giving organizations phased out their community care projects after the global fund and other funds supporting their projects ceased.
Monitoring and evaluation of care and support activities in the country by the governmental structure was considered to be minimal. The multi-sectoral response office was considered to be just a means of crisis management with little contribution in the coordination of HIV/AIDS related activities. Lack of follow up on the activities initiated by the care-giving organizations by the government health system (when the projects phased out) was also identified as a challenge. As reported by the participants, there is a lack of treatment options for OIs at the health facilities. Although the FMOH claimed that it has purchased the drugs, the drugs are not always available at the local clinics. Furthermore, some of the drugs that are specially purchased for OIs are used in clinics to treat other conditions and this contributes to the shortage. Currently, although accessibility of ART to people in need of the service is limited, it is very clear that there are no moves towards the devolution of ART in Ethiopia. Informants felt that the only feasible opportunity for devolution of ART to the community level is to make use of the already deployed HEWs. This will definitely require training the HEWs to take the responsibility. In some parts of the country, the community has not developed sense of ownership for care and support programs. This was said to be particularity true in areas where the kebele administration and Idirs are not cooperative to the care-giving organizations. The selection of beneficiaries was also identified as one of the challenges encountered. Organizations cannot support everyone, so a selection needs to be made. Especially in care and support projects for OVC, this becomes very challenging, according to what several key informants mentioned. Table 3 provides a summary of the challenges faced by actors of community care and support programs in Ethiopia as voiced by representatives of the actors. Some of the solutions proposed to solve challenges regarding resource scarcity for treatment and care were the need for community mobilization and capacity building of local Faith Based Organizations (FBOs).
It was identified that care-giving organizations should create direct linkages with local FBOs, but not directly with the beneficiaries. For example, EIFDDA aims to have no direct contact with PLHIV, but give responsibility to local organizations, such as Idirs, churches, mosques and local women associations. A reason for this is that the local organizations have existed for centuries despite change of governments which contributes for better sustainability. Several key informants agreed that the focus should be on economic strengthening and empowerment of PLHIV and their families through the creation of income generating projects, provision of vocational training, and support for those who discontinue school, or support at workplace so that they will be competitive and productive. With regard to increasing access to ART services, the provide the service. To this end, the Sidama Zonal Health Department (ZHD) is looking for funds to train health professionals on the provision of ART services.
The feared future challenges in the provision of ART include drug resistance, interruption of donor support including ART drug provision, lack of drugs to treat opportunistic infections, absence of home based care for PLHIV and difficulty in defaulter tracing in the absence of the current volunteers supported by the NGOs. Another concern at the ART clinics in the hospitals was the high flows of clients despite the fact that services are decentralized to the health centres. Addressing this particular problem requires tackling the fear of stigma and discrimination as clients tend to opt for services outside their locality.
Conclusion
Currently, the main problem of PLHIV in Ethiopia is to have access to adequate food which is required while taking their regular medications (Aantjes and Jerene, 2010) . Other support needs are socioeconomic support through involvement in IGAs, support for school fee and educational materials for OVC and psychosocial support to clients and family members. Similar findings were also recorded in Zambia and Malawi (CAN, 2013) . We have also confirmed that the emphasis in patient needs has now clearly shifted from 'basic nursing care in the home to livelihood support' (Aantjes and Jerene, 2010) . The need for clinical and health care needs is evidently palpable. The services provided to PLHIV are categorized into 'clinical' and non-clinical. Initially, care and support services ('non-clinical') in Ethiopia were mainly delivered by NGOs (Aantjes and Jerene, 2010) . Later on, the involvement of the government through provision of opportunity for involvement in IGAs and food support by the health offices and health facilities at different levels was indicated. Services provided to PLHIV and their families are psychosocial, economic, material and nutritional support services, and clinical care mainly provided by the MOH facilities (VCT for early detection, treatment for opportunistic infections (OIs), ART services, and PMTCT). Major actors of care and support of PLHIV in Ethiopia are the community (primary and secondary care-givers, ART promoters and civil society organizations), care-giving organizations (mainly
